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ORIGINAL ARTICLES 


EARLY SIGNS IN DISEASES OF THE 
UPPER ABDOMEN.* 


By Joun B. McKenna, M. D., 
East Providence, R. I. 


During the past decade there has been a con- 
siderable amount of important literature pre- 
sented to us on the diagnosis of diseases within 
the abdomen, and, therefore, a communication on 
the early signs of diseases in the upper abdomen 
must, of necessity, cover ground well known to 
the members of this Society. 

In the presentation of this paper there is no 
thought of having anything new to offer in diag- 
nosis; the purpose is rather to stimulate a more 
thoughtful consideration of histories, to the end 
that proper treatment may be instituted before 
irreparable damage is done through the continued 
existence of pathological conditions. 

In the upper abdomen pathological conditions 
are always more or less grave, and there is, prob- 
ably, no other region of the body in which delay 
in proper treatment is attended by more serious 
consequences. 

Because of the close relationship, anatomically 
and physiologically, of the organs occupying this 
region, it is not at all surprising that there should 
exist difficulties in the diagnosis of pathological 
conditions in the early stages of the processes. 

We all know from experience how often dis- 
ease of one organ of this part of the body pre- 
sents symptoms referred to one or more of the 
others, or, in fact, to any part of the intestinal 
tract, often tempting us to consider the condition 
a neurosis due to something or nothing, 

Our success in overcoming the difficulties of 
arriving at an early diagnosis lies in the appre- 
ciation of careful history taking. Close attention 
to minor points with due consideration of their 
proper relations to other facts may prove to be 
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of the greatest value in solving these complex 
problems. 

It is, perhaps, not too bold to assert that, most 
of us, at some time or other, have been guilty of 
a “snap diagnosis.” With a preconceived idea of 
the case, the disposition is strong to make the 
patient’s story fit the diagnosis. In the desire 
to get at classical symptoms we may cause the 
patient either to forget or to neglect to give us 
facts, séemingly trivial, but which might be most 
valuable. In our zeal to obtain a careful history, 
we must be on our guard lest the patient be led 
to give answers apparently wanted, always bear- 
ing in mind that a leading question may, per- 
chance, become a very misleading one: 

The grave consequences of delayed diagnosis 
in cancer of the stomach is too frequently seen 
at the operating table. Even to-day we are taught 
that the symptoms of gastric cancer are vomiting 
of retained food, tumor, hemorrhage and ca- 
chexia. Crile calls these the terminal symptoms, 
indicating that surgical opportunity is forever 
lost. 

The belief generally held to-day is that most 
patients with gastric cancer have had a gastric 
ulcer, and, if this be true, have we not the danger 
signal flashed before us when a patient in middle 
life, whose previous history points to chronic 
ulcer, develops marked symptoms and begins to 
complain of loss of flesh and strength with pain 
at the epigastrium ? 

It is but too true to say that the diagnosis of 
cancer of the stomach in the incipient stage is an 
impossibility ; but it is far better to operate where 
the diagnosis is uncertain than to wait for signs 
that mark lost opportunity. 

Because of the resulting deformities, the per- 
manent crippling of the stomach, the interference 
with digestion and motility, and the ever present 
danger of cancerous development, gastric ulcer, 
next to gastric cancer, is followed by the gravest 
of consequences. 

When a patient presents himself with a history 
of persistent and troublesome dyspepsia, his case 
should not hastily be put in the category of the 
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neuroses, for we have here a condition which 
should arouse a suspicion of chronic ulcer. 

In gastric ulcer, anorexia or at times a ca- 
pricious appetite is very common, and as a con- 
-sequence of the inability to absorb food, emacia- 
tion may be noted. There is pain at the pit of 
the stomach, usually aggravated by the ingestion 
of food. Vomiting is rare, unless partial stenosis 
has. resulted. Blood may be discovered by the 
occult test. Given these symptoms, why wait for 
-a violent hemorrhage, or a distinct tenderness or 
even a perforation to make known the true state 
of affairs? , 
- Ulcer of the duodenum presents symptoms 
very similar to those of ulcer of the stomach. 
The pain, however, usually comies on at a later 
period. after the ingestion of food, being more 
‘marked when the stomach is empty. This is the 
“hunger pain” of Robson. The patient, although 
not aware of the cause of his desire to keep 
something in the stomach, will tell us that he 
rests better at night if some food is taken before 
retiring. Vomiting of.food or of. blood is of 
rare occurrence, but tenderness and rigidity are 

early signs. 

Of all the pathological conditions in this 
region, cholelithiasis furnishes the most frequent 
examples. of. delayed diagnosis. Although the 
condition has been observed for centuries, yet the 
symptomatology given in the text-books of the 
present day is not that of the presence of stones, 
but of impaction or of cholangitis. A history of 
a long standing dyspepsia with flatulence and 
constipation should direct our attention to the 
gall-bladder. Patients with gallstones almost in- 
variably refer their trouble to their stomachs, 
laying much emphasis on attacks of “biliousness” 
or of “indigestion.” A characteristic feature of 
these cases is a.sense of tightness or fullness in 
the. upper abdomen from which relief is sought 
by loosening the clothing at the waist. If these 
cases are not properly diagnosed, the constriction 
becomes an acute pain which leaves a soreness 
in the right side, and as time goes on there is, 
eventually, the occurrence of the unmistakable 
biliary colic. Occasionally associated with the 
pain and discomfort there is a sensation of chilli- 
ness which is looked upon as quite characteristic. 
If the significance of.the so-called bilious attacks, 
the sense of fullness and the-chilly sensations 
are kept in-mind, the diagnosis of gallstones in 
‘the early stage will be more frequently made. 
Some one has said that the majority of flatulent 
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women who attend the out-patient clinics with 
such wonderous regularity to receive their 
weekly bottles of medicine are really suffering © 
from the presence of gallstones. Deaver says 
that among the wealthier classes there is a large 
number in whom the so-called latent gallstones 
are trying in a thousand ways to make their 
presence known. ; 

The differential diagnosis of all the surgical 
diseases of the upper abdomen in the early stages 
is always a difficult problem. Thus, early in 
ulcer of the stomach and duodenum, and in gall- 
stones, dyspepsia is common to all. In gallstones 
there is discomfort, hardly a real pain, which is 
usually relieved by the eructation of gas, and 
while the appetite is good, the patient fears to 
eat lest he bring on an attack of so-called indiges- 
tion. A patient with gastric ulcer, on the con- 
trary, has more or less anorexia with loss of 
flesh. Vomiting is more frequently noted in 
gastric and duodenal ulcer; in gallstones vomit- 
ing ‘is usually a late symptom associated with 
frank biliary colic. Pain in gastric and duodenal 
ulcer is more or less acute and dependent upon 
the ingestion of food; in gallstones there is the 
sense of constriction with the characteristic sen- 
sation of chilliness. In ulcer, tenderness when 
present is at the middle or slightly to the left, 
while in gallstones is made manifest by deep 
pressure under the right costal margin. 

In chronic pancreatitis we have very little data 
to aid us in making a diagnosis at any stage, and 
yet, on account of the possibility of the occur- 
rence of cancerous development or a fatal 
diabetes as the result of chronic pancretitis, an 
early diagnosis would be of inestimable benefit to 
the patient. 

The Cammidge reaction, considered of some 
value, is not always reliable. Alternating periods 
of dyspepsia and apparent good health, associated 
with occasional attacks of pain in the left upper 
abdomen, alternating diarrhoea and constipation 
and the discovery of undigested fat in the feces, 
should direct attention to the pancreas. The oc- 
currence of sudden excruciating epigastric pain, 
followed by vomiting and ghastly cyanosis, 
plainly spells acute pancreatitis. 

Admitting that a differential diagnosis is often- 
times a perplexing problem in diseases of the 


upper abdomen, it must be remembered that the 
treatment of all the conditions is the same— 


operation—and the very factor that leads to this 
difficulty in differentiation, namely, the close 
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anatomical relations of the organs, renders it pos- 
sible for us to inspect them all through the one 
incision. 

When we shall appreciate the importance of 
taking histories with care; when we shall look 
upon every patient complaining of indigestion as 
having some serious lesion until we can satis- 
factorily prove the contrary; when we shall stop 
considering dyspepsia as due to a neurosis, then 
shall we mark progress in our diagnostic ability 
in diseases of the upper abdomen. 


PERFORATING GASTRIC AND DUODE- 
NAL ULCERS.* 


By ArTHuR HotiincwortH, M. D., 
Providence, R. I. 


The following remarks are based on personal 
experience in the treatment of perforating gas- 
tric and duodenal ulcers. No reference will be 
made to the surgical literature on the subject 
and no statistics with which to bore you will be 
enumerated. I present this paper with the hope 
that it will stimulate a healthy discussion and to 
impress upon your minds the necessity of being 
on the alert to detect this overlooked and much- 
neglected pathological condition. 

In acute abdominal pain the perforation of a 
gastric or of a duodenal ulcer is a possibility one 
must consider. There are two types of per- 
forations: acute and sub-acute or slow-leaking. 
Except in the slow-leaking type of rupture, the 
picture is one of a violent pathological storm. 
This completely overwhelms the patient and he 
prays and beseeches you for the relief he so 
sorely needs. The onset of the attack is so 
abrupt that the victim is usually thrown into 
immediate collapse. The pain is intense, it is 
localized in the pit of the stomach. The abdo- 
men is board-like. The pulse is rapid and there 
is profuse sweating. Vomiting may or may not 
occur. If you see the case early the white count 


is normal. If a few hours elapse between per- 
foration and the blood examination, the white 


corpuscles are apt to be increased. The whole 
picture is one of something gone wrong inside 
the abdominal cavity and calls for immediate 
help. 

These patients who are so suddenly seized 
with the agonies of perforation are in such pro- 
found distress that a history of previous troubles 
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is hard to elicit. But most patients will tell you 
that they have had indigestion for some time, and 
you can often get a word picture which tallies 
with all the cardinal symptoms of chronic ulcer 
of the stomach. A few do not give this infor- 
mation and they will tell you that they have 
never had any stomach trouble. Men are more 
prone to attack than women. I have never seen 
but one case of ruptured ulcer in a woman, and 
this one was of the slow-perforating type. Alco- 
holism is a very important factor in the causation 
of these conditions. 

A typical attack of acute perforation of a gas- 
tric ulcer is illustrated by the following: 

A. B., a young adult, age 25 years, apparently 
strong and robust, was one day plying his usual 
trade, that of driving a baker’s wagon. He was 
in his usual good health, as he thought. While 
in the act of stepping down from his seat on the 
wagon he felt a sudden agonizing pain in the pit 
of the stomach. He fell in collapse and was 
carried to a nearby house whence he was 
speedily removed to the hospital. I saw this 
man about an hour after the onset of the attack. 
He was suffering intense pain, the point of 
tenderness being in the epigastrium. The abdo- 
men was board-like. The pulse was rapid and 
the patient gave every appearance of a person 
desperately ill. The white count was normal. 
He gave a history of indigestion extending over 
a period of six months. A diagnosis of acute 
perforated gastric ulcer was made and confirmed 
by operation, which was immediately performed. 

There is only one other condition which 
closely resembles this, and that is acute hemor- 
rhagic pancreatitis. I know of no way abso- 
lutely to differentiate the two clinically, but I 
am of the opinion that the latter complaint is the 
more serious. 

Gallstone colic and acute appendicitis have to 
be differentiated in making a diagnosis. But the 
symptom complex of these two conditions is so 
well fixed that they can with careful reasoning 
be ruled out. 

The treatment of ruptured ulcer is surgical 
and calls for immediate laparotomy. The site 
of perforation is easily found by seeking the 
source of the stomach contents which pour 
through the hole. In all the cases I have seen 
this has been on the anterior surface of the 
stomach or duodenum. It has a round and 
punched out appearance and is surrounded by 
a ring of induration. The abdominal cavity is 
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apt to be flooded with stomach contents, and this 
complication calls for drainage at the site of 
perforation with a stab wound for pelvic drain- 
age. I am content with closing the hole with a 
double row of chromic gut sutures, then bring- 
ing over a piece of omentum to re-enforce the 
same. Some surgeons advocate performing a 
posterior gastroenterostomy at the same time. 
But I feel that this is not good surgery, for the 
reason that the patient is desperately ill and the 
peritoneal cavity is already infected. Saving of 
time and less handling of tissues is better surgery. 
It is far safer for the patient for the surgeon to 
perform a gastroenterostomy at a later sitting— 
if this seems advisable—thus making it a two- 
stage operation. 

The prognosis is good in these cases, for the 
fact that the stomach contents are far less infec- 
tious than the contents of any other part of the 
alimentary canal. Out of a dozen cases in my 
series there was one death. 

The after treatment is important. 
rest and quiet are essential. Nothing is allowed 
by mouth the first twenty-four , hours, the 
patient’s lips and mouth being kept moist by 
swabbing. The next twenty-four hours dram 
doses of water are allowed every half hour. The 
third day more water is given with the addition 
of albumen water or thin broths. By the end of 
the first week the patient is on soft solids. Rectal 
saline or tap water are not given by the Murphy 
drip, as this treatment is worthless.’ It gives the 
patient much discomfort, too. It does not fulfill 
what is claimed for it, and is nothing more nor 
less than a surgical fad. The only sensible way 
to use saline and increase the body fluids is to 
give it subcutaneously or intravenously. These 
last two methods are advocated if the case war- 
rants the use of saline. Cathartics and enemata 
are not permissible. Pituitrin is very efficient in 
the reduction of distention and in the expulsion 
of gas. Morphia in small doses is given cau- 
tiously. I question the use of the Fowler posi- 
tion, but do have the patient’s head elevated 
slightly—this for his comfort only. The inclina- 
tion of the plane from the pelvic brim to the 
outside of the colon down to the right kidney 
region is inclined 51° to the horizon, and with 
the patient horizontal the renal fossa is about 
as deep as the cul-de-sac of Douglas. Fowler's 
position-—10° to 15°—is therefore nothing short 
of surgical fallacy. The exaggerated Fowler is 
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likewise objectionable. The position of rest is 
lying down, and no matter how it is maintained, 
the sitting posture would seem to tax the patient’s 
strength and especially to increase the heart’s 
work. The Fowler position is tiring and difficult 
to maintain and the patient voluntarily or invol- 
untarily slips down or to one side. Therefore 
as questionable drainage is obtained the sitting 
posture does more harm than good. I have little 
patience with surgical fads or with meddlesome 
surgery. After all, the keynote to surgical suc- 
cess is faultless cleanliness, simplicity of tech- 
nique and rapidity of operation. Too much post- 
operative interference is bad. Let us not forget 
that after all Mother Nature is a gentle nurse 
and Father Time is a pretty good doctor. 

From the dozen or more cases I have operated 
upon in the last couple of years certain definite 
conclusions can be drawn: There was but one 
death in this series. 

I. Acute perforation of the stomach and duo- 
denum is much more common in men than in 
women. 

II. Most of these cases give a history of 
chronic indigestion and alcoholism. 

III. Most cases occur in young adult or mid- 
dle life. 

IV. The interval between perforation and 
operation should be the shortest possible for best 
results. 

V. The operator should be content with sim- 
ple closure of the hole. If further surgery is 
thought necessary it should be done at a later 
sitting. 

VI. 


In skilful hands the prognosis is good. 


EPIDEMIC CEREBROSPINAL MENIN- 
GITIS.* 


By WittiaM H. Jorpan, M. D., 


Providence, R. I. 


Cerebrospinal meningitis is an acute infection 
of the leptomeninges which may be due to a great 
many different microorganisms, among. their 
number is one which, up to the past few months, 
was not known to produce disease in any other 
part of the body. 

The disease is not primarily a meningitis. It 
is a generalized systemic invasion by the menin- 
gococcus—a sepsis—with possible secondary in- 
volvement of the meninges, joints, pericardium, 
endocardium, testicles, conjunctiva, sclera, pleura 
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and lungs, from all of which regions, in addition 
to the tonsils and pharynx, the micrococci have 
been isolated. In many cases the systemic symp- 
toms are not at all characteristic. Moderate 
fever, weakness, mild apathy, coated tongue, 
pharyngitis or coryza, and mild digestive dis- 
turbances are most common. 

This type is a specific form, and is known as 
meningococcus intracellularis, and sometimes as 
diplococcus intracellularis meningitidis, because 
of its supposed affinity for the protoplasm of the 
polynuclear leukocytes present in the inflamed 
meninges. This name is somewhat of a mis- 
nomer because the meningococcus is found not 
only within the cells but also outside in the sur- 
rounding fluid. 

Etiology: The disease germ causing this dis- 
ease was discovered by Weichselbaum in 1887 at 
six autopsies in cases of cerebrospinal meningitis. 
It occurs free in the purulent cerebrospinal 
fluid both within and without the cells, and bears 
a striking resemblance to the gonococcus. They 
are always arranged in pairs. 

This discovery of Weichselbaum attracted 
very little attention until 1895, when Jager re- 
ported similar findings in ten fatal cases in an 
epidemic occurring among soldiers. Hubner fur- 
ther confirmed these facts when, by lumbar punc- 
ture in five children, he succeeded by injections 
into the spinal canal of a goat in demonstrating 
its ability to cause a purulent meningitis. 

The meningococcus is very sensitive and dies 
out quickly unless frequently transplanted. It 
has never been found outside the body. It is 
almost non-pathogenic for animals, except young 
mice, guinea pigs and monkeys. 

Transmission: The meningococcus enters and 
leaves the body by way of the nasopharyngeal 
membrane. It passes from the mucous membrane 
to the meninges in which it multiplies still fur- 
ther and thus sets up an acute inflamation. It 
is not fully established whether the micro- 
organism passes directly to the nervous system 
by way of the lymphatic connections between the 
nasopharyngeal mucosa, and the meninges which 
extend along the olfactory nerves, or indirectly 
by the blood, since it often happens that the 
meningococcus may be cultivated from the gen- 
eral blood early in the disease. However, it is 
generally acknowledged that the mucous mem- 
brane of the nasopharynx harbors the germs, and 
very often carriers are found which themselves 
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are immune, but are a grave menace to the public 
by their ability to spread the disease, by ejecting 
the secretions of the nasopharyngeal mucous 
membrane into the surrounding atmosphere, by 
loud talking, coughing, sneezing, hawking and 
spitting. 

The time relation between carriage of the 
germ and development of the symptoms varies 
from one day to several weeks. 

Symptoms: The symptoms of epidemic cere- 
brospinal meningitis are those of a severe acute 
febrile disease, characterized by a marked 
prominence of the motor and sensory symptoms 
of irritation, by the rigidity of the neck, spinal 
column, muscles, violent headache, dorsal pains, 
frequent vomiting, very often projectile in char- 
acter, convulsions, delerium and marked prostra- 
tion. 

Very often they are hypersensitive, and 
every loud noise, loud talking, every forcible 
attempt to handle them, even passive motion and 
change of position evokes distinct signs of pain. 

The disease most frequently begins suddenly 
with fever, sometimes with chill, vomiting, head- 
ache, clouded intellect, delirium or stupor and at 
times there may be muscular twitchings or con- 
vulsions. While the sudden onset is the rule, it 
may start more gradually with intermittent 
symptoms, and when recognized early the prog- 
nosis is somewhat better. 

The pulse is usually very rapid from the start, 
only retarding when the temperature declines. 
Very often there appears between the third and 
sixth days herpes labialis or nasalis. Rigidity of 
the neck is one of the most constant physical 
signs, and any attempt to manipulate the head 
causes pain with its attending sharp cry which 
immediately subsides when the head is released. 
There is also frequently found retraction of the 
head. The pupils are usually contracted in the 
early stages, and bright light often annoys the 
patients, while in the later stages the pupils are 
widely dilated and the light doesnot seem to 
disturb them. The pupillary reaction is very 
often sluggish and in severe cases it may be 
absent. Strabismus is rare. The eyes seem 
rather to have a dreamy appearance. A marked 
tonic spasm of the extremities is often observed 
and attempts to move the legs will often cause 
severe pain. Hyperesthesia of the skin is almost 
always present and quite marked in severity. 

Kernig’s sign is present in most of the cases. 
Brudzinski’s sign is usually present. The knee- 
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jerks may be absent, exaggerated or normal. 
Ankle clonus may or may not be present. None 
of these signs are diagnostic of meningitis, nor 
does their absence rule out this disease. The 
skin lesion may be present in the form of small 
punctate hemorrhages widely scattered or may 
appear as small papules. They are present in 
about 20 per cent, of the cases. There is always 
a leukocytosis present averaging from 15,000 to 
40,000. In infants very often the only symptoms 
present are fever and the bulging fontanelle. 

Complications: The most frequent complica- 
tions are otitis media, conjunctivitis, endocarditis, 
lobar pneumonia and broncho pneumonia. 

Diagnosis: While the symptoms as enumer- 
ated may lead one to suspect cerebrospinal 
meningitis, they are not conclusive, and in order 
to establish a positive diagnosis, it is absolutely 
necessary to resort to lumbar puncture and ex- 
amination of the spinal fluid. 

The lumbar puncture is performed under 
aseptic precautions in the third or fourth lumbar 
space. The patient lies on his side with back 
well arched, and in the case of a child must be 
held in this position by an assistant. The dis- 
tance the needle is pushed in depends on the size 
of the patient and varies from a half inch in 
infants to two inches in larger and older chil- 
dren. The cerebrospinal fluid is allowed to flow 
until the pressure is so reduced that only three 
or four drops come per minute. If the fluid is 
clear, it usually means that we are dealing with 
some other form of meningitis or with normal 
fluid, while a turbid fluid generally means a 
cerebrospinal meningitis, and serum should be 
administered at once. 

Detection of carriers: A special bacteriological 
technic has been devised to discover the pres- 
ence of the meningococcus in the secretions of 
the nose and throat. There has also been devised 
a special tube known as the West tube for col- 
lecting the secretions free from admixture with 
saliva and contamination from the tongue and 
lips. This tube consists of a glass tube bent 
at one end at nearly right angles. A copper wire 
carrying at one end a swab of cotton is inserted 
into the tube. This tube is inserted well back 
in the mouth, and by pushing the wire forward 
the swab of cotton comes in contact with the 
posterior pharyngeal wall and is then pulled 
back inside the tube and the whole withdrawn. 
Cultures are made from this and the presence 
of the micro-organism determined. The menin- 
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gococcus is gram-negative. Two solutions— 
Sterling’s gention violet and Gram’s iodine—are 
employed for staining, followed by a counter 
stain. 

Prognosis: Before the discovery of the cause 
of the disease and the successful production of 
an antiserum, the mortality varied at different 
times and in different locations and ranged from 
70 to 100 per cent., and in the recovered cases 
frequent serious permanent sequelae were ob- 
served. The anti-meningococcic serum began to 
be employed in 1906 and 1907. Since then the 
mortality has steadily declined and is now about 
25 to 30 per cent. 

The serum treatment to be successful must 
first of all be potent and secondly must be used 
early and frequently. Some of the serums on 
the market are not of great practical value and 
care must be exercised in the selection of a 
proper and efficent serum. The serum should be 
clear and of a slight straw color. 

Method and dangers of administering serum: 
If upon making your lumbar puncture the spinal 
fluid withdrawn should be cloudy, the anti- 
meningitic serum should be administered at once 
without waiting for a bacteriological examina- 
tion. The amount given will depend somewhat 
on the amount of fluid withdrawn. The serum 
should be slightly warmed, being careful not to 
warm it above 98°, otherwise it may coagulate. 
In infants I give 15 c.c.; in older children 30 c.c. 
every 12 hours for two or three days, unless 
there are marked signs of improvement. If the 
temperature remains down and the other signs 
of meningeal irration have subsided, I wait 
24 or 48 hours, make a lumbar puncture, and if 
the fluid is still cloudy and under pressure, I give 
another dose of 15 c.c. and again await results. 
If there is no further elevation of temperature, it 
is well to watch the patient carefully for several 
days before you are sure that no further relapses 
occur. The serum is also administered intra- 
venously in the septic type. It is administered 
intraspinally by the gravity method, which is by 
far the safest. During the administration the 
patient’s respiration, pulse and color should be 
carefully watched for danger signs of intradural 
pressure, which are indicated by cyanosis, cold 
sweat and failing pulse. If these should appear, 
the container should be lowered and the patient’s 
head elevated. Occasionally artificial respiration 
will be necessary to restore normal breathing. 
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CASE REPORTS. 


Case I. Elsie F., 12 years old; past history 
uneventful. Became sick April 12, 1917. Com- 
plained of sore throat, headache, pains in the 
legs and arms. No vomiting. P. E. Head, neck, 
eyes and reflexes negative. Throat congested 
and tonsils enlarged. Temperature 101°, pulse 
100, respiration 40. She did not appear very 
sick. April 13: Headache more intense. Vom- 
ited during night and appeared extremely sensi- 
tive. P. E. Eyes negative, reflexes negative, 
neck rigid and painful. Throat still inflamed. 
Kernig’s and Brudzinski’s signs present. Patellar 
reflexes increased. Lumbar puncture under 
slight chloroform anaesthesia; 40 c.c. of cloudy 
fluid removed and 30 c.c. serum given. 

April 14, a. m. Some better. Temperature 
100°. Lumbar puncture, 35 c.c. fluid removed. 
15 c.c. serum given. 6 p.m. Temperature 99°, 
pulse 80, respirations 28. Feeling very much 
better. 


April 15, 9 a. m. Had a very good night. 


Seemed quite cheerful. Temperature 99.4°, pulse 
88, respiration 18. 6 p. m. Temperature 100°, 


pulse 94, respirations 20. Lumbar puncture, 30 
c.c. of fluid removed and 15 c.c. of serum in- 
jected. 

April 16. Feeling very well. Temperature 
98.6°, pulse 80, respirations 18. Very bright and 
anxious to get up. 

April 17, 18, 19 and 20 her temperature, pulse 
and respirations remained normal. She had four 
lumbar punctures. Was given three injections 
with a total of 60 c.c. of serum, and made a 
complete recovery in practically five days. 

Case 2. L. P., 2 years old. Taken sick June 
30, 1917, with fever and vomiting. Seen by me 
in the evening of July 1. Symptoms of fever, 
slight nasal discharge and inflamed throat. 

July 2. Temperature 102°, pulse 120, respira- 
tions 30. Reflexes exaggerated, internal strabis- 
mus of left eye, nervous tremor. No Kernig’s 
or other signs present. Lumbar puncture 15 c.c. 
of turbid fluid removed, which on examination 
showed the organism. Later in the day made 
another lumbar puncture, removed Io to 15 c.c. 
of fluid and injected 15 c.c. of serum. 

July 3, a.m. Much better. Lumbar puncture. 
25 c.c. of fluid removed and 15 c.c. injected. 6 
p.m. of same day. Lumbar puncture. 30 c.c. of 
fluid removed and 15 c.c. injected. 
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July 4. 25 c.c. of fluid removed. 15 c.c. of 


serum injected. 

July 5. O.K. From this time on he.remained 
The last time I saw him, on July 15, 
He received in all 60 c.c. 


normal. 
he was entirely well. 
of serum. 

CasE 3. A. G., 5 years old. Taken sick De- 
cember 31, 1917, with pain in the legs, vomiting 
and fever. Seen by me January 1, 1918. He 
was unconscious, but handling caused him to 
scream out with pain. All the classical signs 
were present. Lumbar puncture done and 40 c.c. 
of purulent fluid removed. Later in the day 
another lumbar puncture was done and 15 c.c. 
of serum given. He was given three doses of 
15 c.c. of serum and the spinal fluid remained 
sterile, but still contained pus cells until January 
6, when he was entirely well. 

Cases 4 AND 5. D. D. and T. D., twins, age 
17 months. Seen by me January 3, 1918. Be- 
came sick five days previous. Both children had 
none of the classic signs of meningitis except 
high fever, 105°, and bulging fontanelle. One of 
them was in extremis and died while I was mak- 
ing a hurried examination. I did a lumbar punc- 
ture after he died and removed about 10 c.c. of 
turbid fluid. Lumbar puncture on Dominic gave 
about 20 c.c. of turbid fluid, and as I had some 
serum with me, I gave him 15 c.c. at once. 

January 4. Baby much better. Temperature 
down to 101°. Lumbar puncture. 15 c.c. fluid 
removed and 15 c.c. of serum given. His tem- 
perature never went up again and he made a good 
recovery. 

Case 6. M. D., 6 months old. Became sick 
February 1, 1917, with a convulsion. Her tem- 
perature when I saw her was 106°. The only 
other symptom present was a bulging fontanelle. 
I did a lumbar puncture and removed 20 c.c. of 
turbid fluid. Later on I gave her 15 cc. of 
serum. 

February 2. Temperature 101°, pulse 120, 
respirations 30. Looking good. Lumbar punc- 
ture. 20 c.c. fluid clearer than on previous day 
was removed and 15 c.c. of serum given. 

February 3. Temperature, pulse and respira- 
tions normal. 

February 4. Her condition was the same. 
This was a mild case, starting with severe symp- 
toms and making a complete recovery in three 
days with only 30 c.c. of serum. 

Case 7. E. D., 4 years old. Sister of previous 
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patient. Became sick four days after her sister. 
Past history: This child one year before had a 
severe attack of poliomyelitis, which involved the 
whole right side of body, including the face, and 
the left leg. I treated her at this time and she 
made a good recovery, so that at the onset of 
this illness she had only a very slight ptosis of 
the right upper eyelid. 

Present illness: Started on February 5 with 
fever 104°, headache and vomiting. I did a 
lumbar puncture and removed 35 c.c. of turbid 
fluid and injected 30 c.c. of serum. 

February 6. Temperature 101°, pulse 118, 
respirations 40. Lumbar puncture. 20 c.c. tur- 
bid fluid. 15 c.c. of serum given. 9 p.m. Tem- 
perature 102°, pulse 120. Neck rigid. Lumbar 
puncture. 25 c.c. turbid fluid. 15 c.c. serum 
given. 

February 7. Temperature 102°. 
puncture. 20 c.c. fluid removed and 
serum given, 

February 8. 
little better. 

February 9. Temperature 104°. Looked 
worse. Lumbar puncture. 30 c.c. fluid removed 
and 15 c.c. serum given. 

February 10. Temperature 99.6°, pulse 100, 
respirations 25. 

February 11. 

February 12. 
Temperature 104°. 
turbid fluid removed. 

February 13. Temperature 101°. 
puncture. 10 c.c. fluid removed. 15 c.c. 
given. 

February 14, 15 and 16 her temperature ranged 
around ro1°, I01.5°. 

February 17. Temperature 102°. 
puncture and 15 c.c. of fluid removed. 
serum given. 

February 18. Temperature 103°. 
puncture. 15 c.c. thick fluid removed. 
of serum given. é' 

February 19. Lumbar puncture. Io c.c. thick 
fluid removed and 15 c.c. serum given. 
February 20. Temperature 103°. 

much worse. Some delirium. 

February 21. Still delirious. Lumbar punc- 
ture. 15 c.c. of thick fluid removed and 15 c.c. 
serum given. 

February 22 and 23. 
about the same. 

February 24. Lumbar puncture. 5 c.c. of 
thick fluid removed and 10 c.c. of serum given. 

February 25. Growing worse. Lumbar punc- 
ture. 10 c.c. of thick pus removed. 15 c.c. of 
serum given. 

February 26. Both ears started to discharge. 

February 28. Skin lesions in the form of 
pustules began to appear around the nose, fingers, 
back of hands and genitals. 

March 1. Her temperature went up to 105°. 


Lumbar 
“ce. 


Temperature 100° and feeling a 


Temperature 101.6’. 
Temperature 100°. g p. m. 
Lumbar puncture. 40 c.c. 
15 c.c. serum given, 
Lumbar 
serum 


Lumbar 
15 c.c. of 


Lumbar 
1% ec. 


Condition 


Her condition remained 
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Examination of her lungs showed dullness on 
the right side in back with bronchial breathing. 
These conditions gradually grew worse until the 
5th of March, when she died. 

This child was very sick for four weeks, dur- 
ing which time she received 205 c.c. of serum in 
14 doses. 

Case 8. M.S.,9 months old boy. Breast fed. 
Previous history uneventful. Became sick Au- 
gust 30, 1916. Mother said he was all right dur- 
ing the early part of day. In the afternoon he 
became very restless. Vomited and looked sick. 
I saw him at 8:15 p. m. P. E. Well nourished 
and developed baby boy. Very irritable and sick 
looking. Hyperalgesic. Eyes were negative. 
Patella reflexes exaggerated. Brudzinski’s, Mace- 
wen’s and Kernig’s signs were present. Anterior 
fontanelle was bulging. Temperature 103°, 
respirations 58 and pulse 144. 

I did a lumbar puncture and removed 20 c.c. of 
turbid fluid. Two hours later I did another lum- 
bar puncture and removed 15 c.c. fluid and in- 
jected 15 c.c. of serum. 

Microscopical examination’of the fluid showed 
meningococci. August 31. Lumbar puncture. 
20 c.c. of fluid removed. 15 c.c. of serum in- 
jected. Temperature this day varied between 
IOI° and 104°. 

September 1. Lumbar puncture. 20 c.c. fluid 
removed and 15 c.c. serum injected. Tempera- 
ture and condition about the same as previous 
day. 

September 2. Child looked better, but tem- 
perature went up to 105.4°. Lumbar puncture. 
20 c.c. of fluid removed and 15 c.c. of serum 
given. 

September 3. Temperature remained at 102° 
for 12 hours. Lumbar puncture. 20 c.c. of fluid 
removed and 15 c.c. of serum injected at 8 a. m. 
At 2 p. m. temperature went up to 105.4° and 
then gradually declined to 100°. For the next 
14 days his temperature varied between 99° and 
105.4°. 

On September 7, the ninth day of disease, a 
serum rash appeared and lasted for two days. 

On September 15, the 17th day of the disease, 
two hours after injection of serum, serum sick- 
ness developed with the most alarming symptoms 
of shock, rigors, vomiting, extreme distension of 
the abdomen, with labored breathing and an 
elevation of temperature from 99° to 105.4°. 
Two more doses of serum were given after this, 
but a small dose of serum was given subcu- 
taneously preceding the intradural dose without 
any alarming symptoms. 

This boy was severely sick for 21 days, during 
which time he was punctured 23 times and re- 
ceived 14 doses of serum, had a serum rash on 
the ninth day and a severe serum sickness on the 
17th day, finally making a complete recovery. 

CasE 9. D. D., 3 years old. Became sick dur- 
ing the night of February 19, 1918. Vomited 





April, 1918 


several times during the night and early morning 
of February 20. At 11 a. m. he had a convulsion. 
I saw him at 12:30. He was unconscious. 
Temperature 103°, pulse 140. His eyes were 
rotated upwards, but no other signs of meningitis 
were present. Lumbar puncture was done and 
10 c.c. of turbid fluid removed and 30 c.c. of 
serum given. Smear from the fluid showed 
diplococci. 

February 20. Temperature 99°, pulse 120. 
Conscious and appeared much better. 

February 21. Temperature 98.6°, pulse 100. 

February 22. Head retracted. Temperature 
101°, pulse 110. Lumbar puncture. 30 c.c. 
cloudy fluid removed and 15 c.c. of serum given 
intraspinally. 


MONTH SL Z 
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February 14. Temperature 101°. Headache 
returned. Head retracted again. 15 c.c. of serum 
given intravenously. 

February 16. Much better. Temperature 99°. 
Pulse 90. No headache. Neck more normal. 
Smear showed diplococci. 

She remained normal for the next five days 
and was discharged cured. 

CasE 11. V.C., 14 months old, sister of pre- 
vious patient. Became feverish February 13, 
three days after her sister became ill. Her tem- 
perature was 104°. Lumbar puncture was done 
and 30 c.c. of turbid fluid removed and 15 c.c. of 
serum given intraspinally. Smear showed diplo- 
cocci. 

February 14. Temperature was 99°, pulse 115. 
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Case 8—August 30, 1916 
Crosses A indicate serum rash 


February 22, 23, 24 and 25 temperature re- 
mained normal, and he was discharged cured. 

Case 10. R.C., 12 years old. Became sick in 
the evening of February 10, 1918, with pain in 
the legs, headache and vomiting. I saw her the 
next day. She was semiconscious. Complained 
of headache, vomiting, pain in neck. P. E. Head 
and neck rigid. Kernig’s present both sides. 
Temperature 105°, pulse 120. Patellar reflexes 
increased on both sides. Lumbar puncture. 50 
c.c, of turbid fluid removed and 30 c.c. of serum 
given intraspinally. 

February 12. Temperature 99°. Neck very 
rigid. Severe headache, but conscious. Lumbar 
puncture. 25 c.c. of turbid fluid removed and 20 
c.c. of serum given intraspinally. Smear showed 
diplococci. 

February 13. Headache still present. Tem- 
perature 102°, pulse 120. Her upper lip was 
broken out with a crop of herpes. Lumbar punc- 
ture. 40 c.c. of fluid removed and 20 c.c. of 
serum given intraspinally. 



































Crosses indicate injections of serum 


Cross B indicates serum sickness 


She looked and acted normal, taking her food 
and retaining it. 

February 15. Temperature was normal and 
remained so. She was discharged cured. 

CasE 12. H. D., 8 months old. Taken sick 
February 26, 1918. I saw him in consultation 
March 1. A diagnosis of cerebrospinal menin- 
gitis had been made by the attending physician. 
I did a lumbar puncture. Removed 30 c.c. of 
turbid fluid and gave 30 c.c. of serum intra- 
spinally. His temperature was 104°, pulse 134. 
He was unconscious and looked extremely sick. 
Smear showed diplococci. 

March 2. Temperature 101°, pulse 110. He 
became conscious during the early morning and 
was able to nurse. 

March 3. Temperature 102°. Another lum- 
bar puncture was done. 15 c.c. of fluid removed 
and 15 c.c, of serum given. , 

March 4. Temperature 98.6.° 
meningeal irritation present. 

March 5. This morning his temperature was 
99° and he appeared entirely well. 


No signs of 
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NOTICE 


The House of Delegates having voted that 
the dues shall be $10.00 for 1918, the Treas- 
urer desires to call the members’ attention to 
Article IV Sec. 6 of the By-Laws: “Every 
Fellow shall annually contribute the Annual 
dues and the same shall be due and payable 


to the Treasurer, January first of each year.” 


EDITORIALS 


ANOTHER SPRING DRIVE. 


The medical profession is again to be con- 
gratulated for the united stand taken at the re- 
cent hearing on the bill to reorganize the State 
Board of Health. The medical profession was 
naturally more interested in the proposed act 
than the other boards and commissions who 
would be eliminated if this act were to become a 
law. The arguments of the opponents were 
ably and intelligently presented. In the face of 
such determined opposition from the responsi- 
ble citizens who compose these boards and com- 
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missions, the committee cannot report favorably 
upon this bill. Its vicious features were so 
poorly concealed under the guise of efficiency 
that one wonders why the committee itself had 
not discovered these faults. To the average citi- 
zen, unacquainted with the duties of these 
boards and commissions, it was an evidence of 
progressive legislation to eliminate these various 
bodies and substitute in their places a single com- 
mission, clothed with multifarious powers and 
duties. The wisdom of a Solomon would scarce- 
ly suffice to pass intelligently upon problems 
ranging from the control of epidemics to the 
licensing of barbers. It was clearly brought out 
at the hearing that,no one commission could 
properly care for all these various duties. But 
.as usual, a joker was present, and none too 
cleverly disguised. 

It was the combined salary list of $16,000, dis- 
tributed between the triple-headed commission 
and the secretary. More startling than the 
salary, however, was the fact that these men, ex- 
cept the secretary, were not to be full-time men, 
although the recipients of a comfortable wage. 
In fact, they were not legally required to meet 
but once a month. It has been clearly estab- 
lished that certain things cannot be combined 
and legislated out of existence. One of these is 
the earnest endeavor of conscientious mgn and 
women who have built up ideals and standards 
in these boards, and given freely of their time 
without reward other than the consciousness of 
duty well performed. 

The medical profession in the past has allowed 
vicious legislation to become law largely through 
lack of united effort to oppose such legislation at 
the proper time and in the proper manner. Now 
that they have become conscious of their power, 
and, like the old war horse, have smelled the 
smoke of battle, we are loath to believe that they 
will ever again stand idly by and allow improper 
legislation to become enacted without a vigorous 
protest. 


DISTRICT SOCIETY NEWS. 


Actuated solely by a desire to make the Jour- 
NAL a source of information as to local medical 
affairs, the Editor has had printed upon the edi- 
torial page of each issue the names of the officers 
of the component district societies. It is to be 
hoped that these officers have noticed that the 
last issue carried blanks in this column, simply 
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because the information could not be obtained 
even after courteous request for it was made. 
Moreover, too often the officers of the State 
Society are not kept in touch with the affairs of 
the District Societies, a condition which is bound 
ultimately to result in a looseness of organization 
which is unfortunately, by reason of the constitu- 
tions of the State and District Societies, to some 
extent ever present in Rhode Island. Ours is 
one of the oldest State Societies in the country 
and is naturally somewhat jealous of its rights 
and sensitive as to its freedom of action, and it 
is this very state of mind which has prevented a 
reorganization along the lines adopted by younger 
State Societies. And by reason of this it is espe- 
cially desirable that the medical interests within 
the State be closely knit and a closer codperation 
between the District and State Society be fos- 
tered. It is, therefore, urged that the respon- 
sible officers keep the JouRNAL in touch with 
their doings and especially with changes in offi- 
cers. Kent, Pawtucket, and Providence are 
anxious to know what Newport, Washington and 
Woonsocket are doing, and these columns offer 
an unexcelled medium of exchange. 


COMPENSATION FOR EYE INJURIES. 


While under the Workmen’s Compensation 
Act in Rhode Island the oculist is not called upon 
to estimate the amount of compensation which 
is due the injured party by reason of impaired 
vision, it is best that he know what other states 
have considered a reasonable basis of estimation. 
The report of the Chicago Ophthalmological 
Society for the purpose of estimating a basis. for 
adjustment of compensation for injury of the 
eye assumes two classes of people: (A) Those 
whose labor depends largely upon acuity of 
vision, and (B) Those engaged in manual labor 
where perfect vision is not so absolutely neces- 
sary. Vision of the injured eye, plus vision of 
the uninjured eye plus stereoscopic vision plus 
cosmetic effect, all divided by 3.5, shall represent 
the ocular efficiency of the injured. This degree 
of ocular efficiency shall be subtracted from full 
compensation (100) and the result shall equal 
the percentage of full compensation to which 
the injured is entitled. 

For example, a machinist is injured in the 
right eye and the final vision of this eye equals 
0.4. The vision of the uninjured eye is normal; 








62 THE RHODE ISLAND MEDICAL JOURNAL 


he has lost all but about 20 per cent. of his ability 
to judge depth. No external scars can be seen, 
then 





Factor I= 40 
Factor I!=100 
Factor III= 20 
Factor IV= 50 





210--3.5—60 efficiency. 

Compensation (100) minus efficiency (60)= 
40 per cent. of total compensation injured is en- 
titled to. : 

Class B. Vision of the injured eye, plus vision 
of the uninjured eye, plus cosmetic effect, all 
divided by 2.5, shall represent the ocular effi- 
ciency of the injured. This degree of ocular 
efficiency shall be subtracted from full compensa- 
tion (100) and the result shall equal the per cent. 
of full compensation the injured is entitled to. 

For example, a trench digger is injured in the 
right eye and the final vision of the eye equals 
0.4. The vision of the uninjured eye is normal, 
no external scar can be seen. Then— 

Factor I= 40 
Factor II=100 
Factor IV= 50 





190+2.5=76 efficiency. 

Compensation (100) minus efficiency (76) = 

24 per cent. of total compensation injured is en- 
titled to. 


THEORY OF OCULAR MOVEMENTS. 

Last year George of Chicago evolved a new 
theory of ocular movements, contending that the 
accepted theory that the center of ocular rota- 
tion is within the globe is wrong, and that the 
eye does not rotate about a given center, but 
that it oscillates from a fixed point and that this 
fixed point is the maculae. He maintains that 
Tenon’s capsule serves as a sling, a hammock 
or foundation on which the eyeball rests. He 
states that if it were true that the center of ocular 
rotation was the center of the eyeball that when 
the eye was turned outward 50°, the posterior 
pole of the eye would be rotated inward 50°, and 
that this is anatomically impossible because the 
optic nerve is not long enough to admit of such 
an excursion without stretching. He goes on to 
show that the anterior part of the eye oscillates 
from the macular center, that the optic nerve has 
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no movement, that the eye does not rotate in 
Tenon’s capsule, but that this capsule moves with 
the eye, and that the conformation of the anterior 
bony walls of the orbit shows that they were 
fashioned to admit of the oscillatory movement 
of the globe. He also maintains that the oblique 
muscles have nothing to do with tilting of the 
eye, but that their action is limited to rotation. 
He exhibited dissections and models to prove his 
claims. 

A committee was appointed to investigate the 
claims and their report is a very elaborate and 
highly scientific exhibit which makes the conten- 
tions of Dr. George impossible in so far as 
geometry and trigonometry can prove anything. 
The report, however, of Dr. Dean W. Myers 
of Ann Arbor proved to be a death blow to the 
theory of oscillation. He found a man with an 
eye which needed to be enucleated and who was 
willing to lend himself to a practical demonstra- 
tion of ocular movements. His eye was accord- 
ingly rendered anesthetic in front by cocain and 
behind by the injection of novocain. The eye 
was then pierced with a heavy needle from front 
to back, the aim being to pass it through the 
path of the anterior-posterior axis. A shot was 
then fastened on the needle at the cornea. An 
X-ray plate was then placed under the chin of 
the subject, his gaze directed to the extreme 
temporal and the exposure from above made for 
five seconds ; the patient’s gaze was then directed 
to the extreme nasal and a second exposure made 
on the same plate for five seconds. The result 
of numerous such exposures in different posi- 
tions was the same in all, namely, the needles 
were crossed and measurements of the eye, 
which was then enucleated, showed the crossing 
was about 114 m.m. back of the geometric ocular 
center. 





THE CAMOUFLAGE OF WORDS. 

For us physicians, as for most men, words 
have a strange fascination. They crystallize our 
knowledge and clothe our ignorance. They are 
our servants, as being the helpful ministers of 
our thoughts ; and when they become our masters 
they compel us to many a dubious enterprise. It 
was Claudius Galen, we think, the greatest word- 
builder of them all, who said that the ancient 
sect of the Methodists were “terrible men for 
names.” But the terrible men for names did not 
cease with the Methodists; we have them with 
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us to-day, for even the most recent medical writ- 
ings are full of examples of what we may call, 
to borrow the apt phrase of the French, the 
camouflage of words. 

Now besides the camouflage which conceals 
things from others, there is a camouflage which 
conceals them from oneself, and this, we may 
say, is the more subtle variety because less easy 
to detect. In the matter of words it is especially 
deceiving, and alluring too, since it gives them 
the appearance of reality when they have it not. 
Let us take, for example, a writer who not long 
since was discussing affective physiology. “As 
the child,” he said, “develops its personality 
properly human, a double kind of submergence 
seems to occur: figuratively, a submergence oi 
unpleasantness in some cases into an habituated 
subconsciousness, and literally, perhaps, a sub- 
mergency of neuronal motor control from the 
‘neopallium’ into the deeper layers of the cortex, 
the ‘archi pallium.’ This universal process in no 
way invalidates the kinesthetic theory of feeling. 
since it leaves undisturbed the original primary 
influences on the autonomic and spinal greys as 
well as the secondary resultants therefrom into 
the cortex by way of the distributing thalamus.” 
Are we captious when we complain that in this 
kind of writing there is a conspicuous lack of 
clearness and that the words have no real mean- 
ing? One feels a conscious void, a sense of 
frustration in one’s efforts to grasp some thing. 
“It seems very pretty,” as Alice said when she 
had finished ’Twas brillig and the slithy toves,” 
“but it’s rather hard to understand.” And yet 
we are reading an account of a sober scientific 
research. What we would like to know, is a 
figurative submergence of unpleasantness into 
an habituated subconsciousness? We can under- 
stand the actual submergence of, say, a subma- 
rine, but a “figurative” submergence,—that is 
beyond us! Moreover, if part of a process is 
“figurative” and part “literal,” how can such an 
impotent bundle of contradictions invalidate or 
not invalidate a “theory” of anything whatsc- 
ever? All this notwithstanding, a critic tells us 
that such verbal confusion is excellent and that 
we may expect from the author “more work in 
this direction, and as he gets a better and deeper 
grasp upon his subconsciousness, he will be in a 
position to strike home with more powerful ham- 
mer blows in his attempts to drive his views into 
our thick skulls.’ Observe how the verbal 
camouflage of the writer has narcotized his critic 
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and enticed him into some camouflage of his 
own. Certainly there is some confusion here. 
As plain men we have long been under the im- 
pression that if you wish to deliver powerful 
hammer-blows upon a skull, thick or otherwise, 
you must grasp, not your subconsciousness, but 
the handle of the hammer. But this example of 
the camouflage of words is by no means unique. 
Opening casually another recent and authorita- 
tive journal, we read as follows: “Under the 
influence of chronic alcoholism a spasmophilic 
diathesis may become manifest in epileptiform 
convulsions.” That again is verbal camouflage. 

It has the appearance of knowledge, but really 
is the lack of it. “Spasmophilic diathesis” 
means and can mean no more than that someone 
may have convulsions. Why, then, say it twice 
in the same sentence? Would it not be simpler 
to say, “Chronic alcoholics may sometimes de- 
velop epileptiform convulsions,” and have done 
with it? It is not quite so imposing, but it states 
all we know about the matter. 

And so we might go on giving instances to 
illustrate how frequently we all, physicians and 
surgeons alike, camouflage our minds with 
words. It is so easy to name a thing and then 
to put the name behind the thing as an explana- 
tion of it. Who knows how many errors in fact 
and in logic have been decently concealed behind 
“idiopathic,” “idiosyncratic” and others of the 
same verbal brood? So it all comes to this,— 
that it is difficult to realize and to remember 
that words do but express a partial view, a mere 
aspect of reality, never the whole of it. But 
most difficult of all is it to attain to the state of 
mind which the Greeks called phronesis and the 
Latins sapientia, that state, namely, which in 
spite of the magic artistry of words, never mis- 
takes cocksureness for wisdom. 





HOPE. 


With every ray of increased light on matters 
medical that reaches the mind of the people, the 
dawn of an era of better conditions comes nearer. 
Given a community well versed in the funda- 
mentals of personal and public hygiene, and a 
well trained, conscientious, and progressive medi- 
cal personnel is the necessary corollary. Public 
ignorance is the only pabulum on which can 
flourish the ignorant doctor, the charlatan, and 
the quack. To combat such public ignorance is 
the duty of the profession individually and col- 
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lectively, not only in purely medical activities 
and publications, but also through the public 
institutions of learning, and the press. Why is 
it that from many of our high schools and col- 
leges there are allowed to graduate each year 
young men and women who, it is true, can read, 
write, and perhaps converse in several languages, 
who have a more or less intimate acquaintance 
with the best in literature and art, and can with 
great facility bisect an hypothenuse and extract 
a cube root, but who think of bacteria as dia- 
bolical little many-legged things with malevolent 
expressions who fly through the air and 
pounce upon the unwary? It is such as these 
who, whenever they suffer from any vague gen- 
eral or abdominal discomforts feel that their 
livers must be “torpid’—and the treatment of 
“torpid livers” has been found to be simple and 
lucrative. 

Public education in medical matters is at pres- 
ent being carried on in many ways, through the 
efforts of societies interested in special phases 
of the subject, through popular magazine articles, 
usually by competent men, and through various 
medical columns in the daily papers. These last 
vary all the way from the efforts of the expert 
honestly to spread a knowledge of the funda- 
mentals of hygiene, to the medical advice column 
of the yellow journal in which some half-trained 
doctor who lacks better employment makes a few 
misleading general statements and then answers 
a number of personal inquiries from sick cor- 
respondents about as effectively as it is done in 
the ‘“‘advice to the love-sick” column which ap- 
pears on the same page. 

As a splendid example of the best type of 
popular medical educational work, the JouRNAL 
is pleased to express its unqualified appreciation 
and approval of the newspaper articles by the 
Providence Superintendent of Health which are 
appearing in the Providence Journal under the 
heading, “Medical Facts and Theories.” 


SOCIETIES 


RHODE ISLAND MEDICAL SOCIETY. : 
QUARTERLY MEETING. 
R. I. M. Library Building, 
March 7, 1918. 
The meeting was called to order at 4:10 p. m. 
by the President, Dr. John Champlin. 
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The minutes of the preceding meeting were 
read by the Secretary. 

A communication from the Woonsocket Dis- 
trict Medical Society relative to the formation of 
an Industrial Accident Board was referred to 
the House of Delegates. 

Dr. C. V. Chapin introduced the following 
resolutions: 

“Resolved, That the Rhode Island Medical 
Society is opposed to the passage of Senate Bill 
88, which provides for a reorganization of the 
State Health Department. The Society believes 
that the Commission of three therein provided 
would be extravagant and inefficient and that 
such a form of organization has met with the 
disapproval of the successful leaders in State 
health work throughout the country. 

“Resolved, That a committee of five be 
appointed by the President of the Society to 
appear before the General Assembly and oppose 
the passage of Senate Bill 88 and also to 
cooperate with the State Board of Health in 
obtaining legislation needed to improve the health 
of the State. Said committee shall have power 
to add to its membership as it may deem neces- 
sary.” 

Both of these resolutions were referred to the 
House of Delegates. 

A eulogy of the late Dr. Ramon Guiteras, of 
New York, an honorary member of this Society, 
was delivered by Augustus O. Bourne, Esq. 

Dr. William Campbell Posey, of Philadelphia, 
gave an address, illustrated by lantern slides, 
upon the subject “Some Unusual Injuries to the 
Eye.” Discussed by Drs. Harvey and Rogers. 

Adjourned. 

J. W. Leecu, M. D., Secretary. 
House OF DELEGATES. 
Special Meeting. 
March 12, 1918. 

A special meeting of the House of Delegates 
was held at the Library Building March 12, 1918, 
at 4 p.m. The President, Dr. John Champlin, 
was in the chair. 

A communication from the Woonsocket Dis- 
trict Medical Society relative to the formation 
of an Industrial Accident Board was referred to 
the Committee on Legislation, Dr. J. E. Mowry, 
chairman, with instructions to communicate with 
the Woonsocket District Medical Society. 

The following resolutions, referred at the 
quarterly meeting of the Society, March 6, 1918, 
were read and adopted: 
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Resolved, That the Rhode Island Medical 
Society is opposed to the passage of Senate Bill 
88, which provides for a reorganization of the 
State Health Department. The Society believes 
that the commission of three therein provided 
would be extravagant and inefficient and that 
such a form of organization has met with the 
disapproval of the successful leaders in State 
health work throughout the country. 

Resolved, That a committee of five be 
appointed by the President of the Society to 
appear before the General Assembly and oppose 
the passage of Senate Bill 88 and also to 
codperate with the State Board of Health in 
obtaining legislation needed to improve the 
health of the State. Said committee shall have 
power to add to its membership as it may deem 
necessary. 

The chair appointed as the committee Drs. 
Matteson, Chapin, Keefe, Fuller and Champlin. 

Dr. E. S. Brackett, a member of a similar com- 
mittee of the Providence Medical Association, 
invited codperation by the two committees. 


Adjourned. 
J. W. Leecn, M. D., Secretary. 


DISTRICT SOCIETIES. 
PROVIDENCE MEeEpICAL ASSOCIATION. 


March 5, 1918. 

The regular monthly meeting of the Provi- 
dence Medical Association was held at the 
Medical Library on Tuesday, March 5, 1918. 
The meeting was called to order by the President, 
Dr. William F. Flanagan, at 8:55 p. m. There 
were present at the meeting 53 members and 9 
guests. The records of the preceding meeting 
were read and approved. A communication was 
read from State Senator Henry B. Kane denying 
our request for a hearing on the bill revising 
the health laws of the state. A communication 
was read from Dr. Arthur T. Jones, Secretary 
of the Rhode Island State Committee of National 
Defence, Medical Section, asking the Association 
to lend its influence towards the passage of the 
Owen Bill, Senate 3748, and the Dyer Bill, 
House of Representatives 9563, which bills 
create advance rank for officers of the Medical 
Corps. The following resolution was thereupon 
passed: 

Resolved, That the Providence Medical Asso- 
ciation of Providence, Rhode Island, express 
its approval of the Owen Bill, Senate 3748, and 
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the Dyer Bill, H. R. 9563, creating advance rank 
for officers of the Medical Corps, and that this 
Association urgently prays that these bills may 
be enacted into law. 

It is further Resolved, That this Association 
communicate, through its Secretary, the action 
of this Association to the Senators and Repre- 
sentatives from this state urging them to use 
their best efforts to see that these bills are enacted 
into law. 

A communication was also read from the 
American Medical Association urging the sup- 
port of our Association for the Owen and Dyer 
bills now before Congress. 

Dr. P. Williams and Dr. H. G. Partridge, the 
committee appointed to draw up a suitable 
memorial on the death of Dr. Frank E. Burdick, 
presented the following memorial : 

For the first time in the history of the 
Providence Medical Association we are called 
upon to record the death of the President while 
in Office. 

On December 26, 1917, Dr. Frank E. Burdick, 
President of the Association, died suddenly from 
angina pectoris at his home, 755 Broad street, 
Providence. 

Dr. Burdick was born in Fernwood, Oswego 
County, N. Y., March 31, 1871, the son of Bray- 
ton D. and Mary Perry Burdick. His prepara- 
tory education was obtained in the Pulaski 
Academy, at Pulaski, N. Y., and he graduated 
in medicine at Syracuse University in the class 
of 1895. After serving an interneship in St. 
Joseph’s Hospital, Syracuse, he located in Provi- 
dence in 1897 and has practiced general medicine 
since that time. 

For many years he was physician to the 
Medical Out-patient Department of the Rhode 
Island Hospital, later being appointed Assistant 
Visiting Physician to the House. He was also 
Visiting Physician to the St. Elizabeth Home. 
He was a member of St. John’s Commandery, 
Knights Templar, Aleppo Temple, A. A. O. N. 
M. S., the Foresters, the Odd Fellows and the 
University Club. 

He married, in 1898, Miss Lena G. Goodspeed 
of Providence, who died in 1900. He leaves his 
father, mother and one brother, all living in New 
York. 

Unassuming and modest, Dr. Burdick was 
known intimately by comparatively few of his 
colleagues, but was respected and honored by 
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all. He was a conscientious physician, studious 
and painstaking, and most thorough in his work, 
and he impressed all with ability and sound com- 
mon sense. Although it was known to only a 
few of his closer ‘friends, he was most charitable 
and gave freely of his time and skill to those in 
need. The Providence Medical Association de- 
sires to spread upon its records this memorial, 
and expresses to the family its deep sense of 
sympathy in their bereavement. 
For the Association, 
P. WILLIAMS, 
H, G. PARTRIDGE, 
Committee. 


The first paper of the evening, entitled “Per- 
forating Gastric and Duodenal Ulcer,’”’ was read 
by Dr. Arthur Hollingworth. The discussion 
was opened by Dr. J. B. McKenna, who em- 
phasized certain points brought out by the reader 
in his paper, and called attention to Moynihan’s 
clear description of the condition. He also advo- 
cated the use of the Fowler position. 

The discussion was continued by Dr. F. E. 
Coughlin, who advocated the use of salt solution 
by rectum and also the Fowler position. He also 
reported five cases of acute and chronic ulcer on 
which he had recently operated. 

Dr. Leonard reported a case of probable per- 
forating ulcer, which resulted fatally in 1897. 
Operation was not performed in this case. The 
discussion was further continued by Dr. Chap- 
man, who advocated excision of the ulcer fol- 
lowed by posterior gastro-jejeunostomy. He also 
advocated speed in the operation and the use 
of salt solution. 

The discussion was further continued by Dr. 
I. B. Smith, who stated that the condition is not 
serious if promptly operated and drainage estab- 
lished. He advocated the Fowler position on a 
Gatch bed and the use of rectal water. He does 
not advocate gastro-jejeunostomy at the time of 
acute perforation, 

The discussion was closed by Dr. Holling- 
worth. 

The second paper, entitled “Epidemic Cerebro- 
spinal Meningitis,” was read by Dr. William H. 
Jordan. This paper was discussed by Dr. Frank 
T. Fulton, who emphasized the importance of 
early diagnosis. In early diagnosis, the prog- 
nosis is good; in late diagnosis, the prognosis 
is bad. 
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The meeting adjourned at 10:35 p. m. 
A collation was served. 
Cuar_es O, Cooke, Secretary. 


Kent County Mepicat Society. 


The regular meeting of the Kent County 
Medical Society was held in the rooms of the 
District Nurses’ Association at Riverpoint, R. I., 
February 14, 1918, at 4 p. m. Dr. Harry S. 
Bernstein, State Pathologist, gave an interesting 
talk on “The Control of Diphtheria.” Dr. Tefft 
of Arctic, one of the committee appointed to 
attend the annual meeting of the District Nurses’ 
Association, gave a brief outline of the proceed- 
ings of that meeting. 

James M. BopweLt, Secretary. 


Woonsocket District MEpDICAL SOCIETY, 


The regular meeting of the Woonsocket Dis- 
trict Medical Society was held at the office of 
Dr. W. C. Rocheleau, February 21, 1918, at 8:30 
p.m. The minutes of the previous meeting were 
read and approved. It was voted to abolish the 
by-law regarding contract practice. It was voted 
that the Secretary communicate with the Secre- 
tary of the Rhode Island Medical Society in an 
endeavor to establish, through an act of the Leg- 
islature, a State Industrial Accident Board 
similar to the one established in Massachusetts. 

It was voted to suspend the by-laws, and the 
Secretary was instructed to cast one ballot elect- 
ing to membership Drs. W. A. Bernard, Thomas 
S. Flynn and A. H. Monty. It was voted to 
suspend the by-laws and that the next meeting 
be held the third Thursday in March at 8:30 
p. m. at the office of Dr. FE. D. Clarke. It was 
voted that the resolutions regarding the death 
of our President, Dr. W. W. Browne, which 
were drawn up by a special committee composed 
of Drs. O. B, Gilbert, J. A. King and J. E. 
Tanguay, be inscribed in the records of the meet- 
ings of this society. Adjourned at 10:30 p. m. 

E. F. Hamuin, Secretary. 


HONOR ROLL. 


Lieut. Edward Mulligan, M. R. C., U. 
Capt. Herman C. Pitts, M. R. C., U. 
Lieut. John L. Sly, M. R. C., U.S. A. 
Capt. Allen A. Weeden, M. R. C., U. S. A. 


S. A. 
S. A. 
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HOSPITALS 


RuopeE IsLtanp HospIitat, 

Dr. Charles Lynch, who has a lieutenant’s 
commission, M. R. C., has reported for duty at 
Harrisburg, Miss. 

The following new internes have reported for 
duty to fill vacancies on resident staff: Drs. 
Owen Cameron, John McNamara, J. A. C. 
Gabriels. 

Drs. Henry Brown and Edward S. McLaugh- 
lin commence their regular appointments as in- 
ternes April 1, 1918. 

Dr. Leon S. Gilpatrick finishes his regular 
internship April 1, 1918. 

The Medical Advisory Boards meet daily at 
12 noon at the new out-patient building and 
examine from 50 to 100 applicants. 

Friends of the hospital have purchased and 
given to the hospital a mechano-therapeutic ap- 
paratus. 

Alterations in the old out-patient building are 
nearing completion, and the ear, nose and throat, 
gynecological, genitourinary, dental, social ser- 
vice and record departments are being enlarged, 
renovated and fitted with modern equipment. 


PROVIDENCE City HospPITAL. 

Lieutenant Stephen J. Dalton, M. R. C., has 
been ordered to active duty in Porto Rico, and 
left the hospital March 8. 

Lieutenant Joseph Bellotti, M. R. C., has been 
ordered to active duty, and left the hospital 
March It. 

Dr. D. L. Morrissey went on duty as house 
officer on March 8, 


St. JosepH’s HospitAat. 


There have been ten physicians appointed to 
the newly organized associate staff. 


MISCELLANEOUS 


Dr. William McDonald, Jr., is in Halifax, 
N. S., acting as consultant in nervous and mental 
cases following the explosion. 

Dr. Charles S. Christie of Riverpoint, R. L., 
who enlisted in the M. R. C. as a lieutenant, was 
promoted to be a captain, and has recently been 
made a major. 
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VOLUNTEER MEDICAL SERVICE CORPS: 


For the purpose of completing the mobiliza- 
tion of the entire medical and surgical resources 
of the country, the Council of National Defense 
has authorized and directed the organization of 
a “Volunteer Medical Service Corps,’ which is 
aimed to enlist in the general war-winning pro- 
gram all reputable physicians and surgeons who 
are not eligible to membership in the Medical 
Officers’ Reserve Corps. é 

It has been recognized always that the medical 
profession is made up of men whose patriotism 
is unquestioned and who are eager to serve their 
country in every way. Slight physical infirmities 
or the fact that one is beyond the age limit, fifty- 
five years, or the fact that one is needed for 
essential public or institutional service, while pre- 
cluding active work in camp or field or hospital 
in the war zone, should not prevent these patri- 
otic physicians from close relation with govern- 
mental needs at this time. 

It was in Philadelphia that the idea of such an 
organization was first put forward, Dr. William 
Duffield Robinson having initiated the movement 
resulting in the formation last summer of the 
Senior Military Medical Association with Dr. 
W. W. Keen as president—a society which now 
has 271 members. 

Through the Committee on States Activities of 
the General Medical Board the matter of forming 
such a nation-wide organization was taken up 
last October in Chicago at a meeting attended by 
delegates from forty-six States and the District 
of Columbia. This committee, of which Dr. 
Edward Martin and Dr, John D. McLean—both 
Philadelphians—are respectively chairman and 
secretary, unanimously endorsed the project. A 
smaller committee, with Dr. Edward P. Davis of 
Philadelphia as chairman, was appointed to draft 
conditions of membership, the General Medical 
Board unanimously endorsed the committee’s re- 
port, the Executive Committee—including Sur- 
geons General Gorgas of the Army, Braisted of 
the Navy, and Blue of the Public Health Ser- 
vice—heartily approved and passed it to the 
Council of National Defense for final action, and 
the machinery of the new body has been started 
by the sending of a letter to the State and county 
committees urging interest and the enrollment of 
eligible physicians. 

It is intended that this new corps shall be an 
instrument able directly to meet such civil and 
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military needs as are not already provided for. 
The General Medical Board holds it as axiomatic 
that the health of the people at home must be 
maintained as efficiently as in times of peace. 
The medical service in hospitals, medical colleges 
and laboratories must be up to standard; the de- 
mands incident to examination of drafted sol- 
diers, including the reclamation of men rejected 
because of comparatively slight physical defects ; 
the need of conserving the health of the families 
and dependents of enlisted men and the preser- 
vation of sanitary conditions—all these needs 
must be fully met in time of war as in time of 
peace. They must be met in spite of the great 
and unusual depletion of medical talent due to 
the demands of field and hospital service. 

In fact, and in view of the prospective losses in 
men with which every community is confronted, 
the General Medical Board believes that the 
needs at home should be even better met now 
than ever. The carrying of this double burden 
will fall heavily upon the physicians, but the 
medical fraternity is confident that it will acquit 
itself fully in this regard, its members accepting 
the tremendous responsibility in the highest spirit 
of patriotism. It will mean, doubtless, that much 
service must be gratuitous, but the medical men 
can be relied upon to do their share of giving 
freely, and it is certain that inability to pay a fee 
will never deny needy persons the attention re- 
quired. 

It is proposed that the services rendered by 
the Volunteer Medical Service Corps shall be in 
response to a request from the Surgeon General 
of the Army, the Surgeon,General of the Navy, 
the Surgeon General of the Public Health Ser- 
vice, or other duly authorized departments or 
associations, the general administration of the 
Corps to be vested in a Central Governing Board, 
which is to be a committee of the General Medi- 
cal Board of the Council of National Defense. 
The State Committee of the Medical Section of 
the Council of National Defense constitutes the 
Governing Board in each State. 

Conditions of membership are not onerous and 
are such as any qualified practitioner can readily 
meet. It is proposed that physicians intending 
to join shall apply by letter to the Secretary of 
the Central Governing Board, who will send the 
applicant a printed form, the filling out of which 
will permit ready classification according to train- 
ing and experience. The name and data of appli- 
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cants will be submitted to an Executive Com- 
mittee of the State Governing Board, and the 
final acceptance to membership will be by the 
national governing body. An appropriate button 
or badge is to be adopted as official insignia. 

The General Medical Board of the Council of 
National Defense is confident that there will be 
ready response from the physicians of the coun- 
try. The Executive Committee of the General 
Medical Board comprises: Dr. Franklin Martin, 
Chairman; Dr. F. F. Simpson, Vice-Chairman ; 
Dr. William F. Snow, Secretary; Surgeon Gen- 
eral Gorgas, U. S. A.; Surgeon General Braisted, 
U. S. Navy; Surgeon General Rupert Blue, 
Public Health Service; Dr, Cary T. Grayson, Dr. 
Charles H. Mayo, Dr. Victor C. Vaughan, Dr. 
William H. Welch. 


In Memoriam 


RAMON GUITERAS. 
By Augustus O. Bourne, Esq., New York City 


It is somewhat unusual, I believe, for a lawyer 
to address the members of this distinguished 
association. But, I claim the privilege of saying 
a few words with respect to an illustrious mem- 
ber, the late Ramon Guiteras. I take the liberty 
of speaking personally of him by that name, 
because for over a quarter of a century he has 
been my neighbor and my friend. 

When on December 13, 1917, the messenger 
who calls us all to the higher and brighter life, 
summoned him, he found him, doubtless as he 
would have wished it, an acknowledged leader 
in his profession, at an operating table, in his 
favorite hospital, in the performance of his duty 
in helping the cure of the sick and the maimed. 

Dr. Guiteras was born in Bristol in 1858. 
Nature beautifully endowed him. His father 
was a celebrated Castilian statesman, and _ his 
mother was a favorite New England beauty. 
She was a member of that old aristocratic Ward- 
well family, whose members have for almost two 
hundred years been identified with everything 
great and good tending to raise the standard of 
life in New England. She transmitted to her 
son traits and character that come from a long 
line of distinguished Puritan ancestors. And 
through his father we can trace his pedigree to 
numerous notable Castilian grand-sires. So like 
all remarkable men he was born and endowed at 
birth with brilliant abilities, receiving great gifts 
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from his father’s loins and his mother’s milk. 
And it can thus well be said that he was the best 
fruits of two lines of illustrious progenitors. 

He was a tall and commanding man, towering 
above all his companions with a magnificent 
head, strong face, grave and serious expression 
and: large, blue, kindly eyes. He was a typical 
example of the type of man who enriches, 
strengthens and elevates the standard of the pro- 
fession he loved. His manners were genial and 
an ornament as early back as when he took his 
schooling at Mowry and Goff’s in Providence ; 
they followed him during his four years at Har- 
vard College, his three years at the Harvard 
Medical School, his graduate work at the College 
of Physicians and Surgeons in New York city 
and at Vienna University, Austria. While I 
speak of him, I am reminded of the bright 
dreams and gleams and illusions of boyhood he 
cherished and—which for most of us sparkle on 
the threshold and brighten all the rest of our 
lives; lightening our burdens and helping us to 
forget our woes—the joyful remembrances and 
lovely friendships that lighten us on our way. 

The influence of his genius, character, and con- 
duct were such that soon after his returning 
from Vienna to New York city to enter upon his 
famous career, he was invited to a professorship 
at the Post-Graduate Hospital. And thus he had 
an opportunity to exert those indomitable powers 
upon young men from every part of the world 
who had the good fortune to be able to listen to 
his lucid expositions and demonstrations of medi- 
cine in his special branches of research. 

Soon after settling in New York city his 
sterling work advanced him to the top of his 
profession—paddling his own canoe and with a 
sturdy, steady stroke, keeping a sound mind in 
a sound body, and back of them exhaustless 
energy. These qualities he possessed and used 
throughout his life most effectively. 

In recognition of his professional worth, he was 
elected an honorary member of this distinguished 
association, a member of the American Urologi- 
cal Association ; President of the Pharmaceutical 
Society ; President of the Spanish American and 
Latin American Medical Association. And just 
before his passing he was elected President of 
the Military Aid Society, an association of mem- 
bers from your profession pledged to render 
free medical service to boys injured in our cause 
of liberty. He was surgeon of the African Hunt- 
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ing Club. That is an association of notable trav- 
ellers and big game hunters. Twice he took the 
Roosevelt trip through Africa. It is said of him 
that during these hunting trips all recognized in 
him the best hunter, the surest shot and the leader 
of the party in times of danger. 

Then also, in return for the help his medical 
instructors had given him in his teaching days, 
and reward for the honors bestowed on him by 
his professional brothers, no less than his desire 
to instruct young practitioners in his special 
science, he gave the world two volumes in 1912. 

His was a mind possessing unusual power, 
magnetism and the wonderful gift of persuading 
and influencing men. And these powers were 
used naturally and without affectation or con- 
sciousness of special excellence. He spent them 
as freely as he received them for the benefit of 
his fellow men. Wherever he came, he always 
brought light, and warmth, and sympathy, which 
seemed to follow him whether he spoke or was 
silent. And then with that splendid constitution 
he inherited from his ancestors his working hours 
were prodigious. And as he had given no 


hostages to fortune in the shape of a wife and 


children, he was always ready and able to serve 
his patients and the cause of the sick with relent- 
less devotion. 

His social clubs were the best in New York 
city, the Union, Brook, Players, New York 
Yacht, New York Athletic and the African 
Hunting. And as to friends, I think he had 
more friends in New York city and in this 
country than any man I ever knew. He had a 
genuine instinct for friendship. Broad sympa- 
thies which enabled him to touch human rela- 
tions in more points than other men. All the 
people he knew became his friends. 

For years he had been attached to the staff of 
the French Hospital. And as senior member of 
the staff of the Italian Hospital, his services were 
such that the Imperial Italian Government deco- 
rated him with a gold medal. These were but 
one of many foreign tokens of respect and regard 
which he received during his medical career. 
And others who possess the necessary profes- 
sional qualifications to judge will be able to tell 
you how much he has done to elevate the stand- 
ard and dignity and the value of his profession. 
And all you are aware how proud the Rhode 
Island Medical Society was in being associated 
with this distinguished urologist. 





70 THE RHODE ISLAND MEDICAL JOUR» 3@ 


In looking back over the career of our de- 
ceased friend, we are moved by the tender solici- 
tude he exhibited for his profession, the faithful 
services he rendered the sick and the poor, and 
the generous teachings of young students of the 
medical sciences, but the most outstanding fact 
in his distinguished life was his notable manhood. 
All who have had the honor of his acquaintance 
could truthfully say “He was every inch a man.” 





UNIVERSAL MILITARY TRAINING, 


RESOLUTIONS ADOPTED BY THE STATE Com- 
MITTEES OF THE MepIcAL SECTION, 
CouNcIL oF NATIONAL DEFENSE 
HELD IN CHICAGO OcTo- 

BER 23, IQI7. 


Wuereas, The experience through which the 
United States is now passing should convince 
every thoughtful person of the necessity for the 
universal training of young men, not only for 


the national defense in case of need, but also to 
develop the nation’s greatest asset—its young 


manhood—in physical strength, in mental alert- 
ness, and in respect for the obligations of citi- 
zenship essential in a democracy ; therefore be it 

Resolved, by the State Committees of the Medi- 
cal Section of the Council of National Defense 
that they strongly urge the adoption by our 
government at this time of a comprehensive plan 
of intensive universal military training of young 
men for a period of at least six months, upon 
arriving at the age of nineteen years; and that 
this body also support the movement to secure 
the introduction into public schools of adequate 
physical training and instruction ; 

Resolved, That the members of each State 
Committee immediately take active steps to in- 
sure public support for the subject of these 
resolutions through the newspapers, through 
public meetings and through the appointment of 
committees in each county; also that copies of 
these resolutions be forwarded to the Senators 
and members of Congress in their respective 
states, with a personal request that favorable 
action be taken at the coming session of Congress 
upon a measure following the principle of the 
Chamberlain Bill and to become operative as 
soon as the army cantonments are no longer re- 
quired for the training of the forces in the pres- 
ent war; 

Resolved, That each State Committee from 
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time to time report to the Medical Section of the 
Council of National Defense as to action taken 
and progress secured in their several states. 


RESOLUTION ADOPTED UNANIMOUSLY BY THE 
CLINICAL CONGRESS OF SURGEONS OF NorTH 
AMERICA AT CHICAGO, OCTOBER 25, 1917. 


Whereas, The experiences of the nation con- 
vince us of the necessity for Universal Military 
Training, to furnish qualified men for defense, 
to strengthen manhood and mental poise, and 


to make for a more efficient citizenship, and 
Whereas, We believe it will democratize 


youth and furnish discipline, while developing 


physical force and endurance, and will produce 
better fathers and workers for the ranks of 
peace ; 

THEREFORE, Be It Resolved, That the Clini- 
cal Congress of Surgeons at its eighth annual 
session urges upon Congress at its coming ses- 
sion the passage of a measure along the gen- 
eral lines of the Chamberlain Bill for Universal 
Military Training, and that the cantonments 
now used by the National Army be utilized, if 
possible, for such work. 


AMERICAN MEDICAL ASSOCIATION. 
Tue CHIcaco SESSION. 


Committee on Arrangements—The Local 
Committee on Arrangements for the Annual 
Session of 1918 to be held in Chicago, June 10- 
14, is actively engaged in perfecting plans for the 
comfort and entertainment of the Fellows of the 
Association and their guests. 

All correspondence with the Local Committee 
on Arrangements or with any of its subcommit- 
tees should be addressed to 25 East Washington 
Street, Chicago. 

Clinics—The chairman of the subcommittee 
on clinics, Dr. Charles F. Humiston, announces 
that there will be a series of clinics for the Fel- 
lows of the Association on Thursday, Friday and 
Saturday, June 6, 7 and 8, and on Monday and 
Tuesday, June ro and 11. Further announce- 
ments regarding the clinics will appear in these 
columns from time to time. 

Alumni and Section Dinners.——Alumni and 
section dinners will be held on Wednesday even- 
ing from 6 to 8 o’clock so as not to conflict with 
other events which are being planned. The chair- 
man of the subcommittee on alumni and section 
entertainment, Dr. J. H. Stowell, announces that 
his committee is cooperating with officers of 
alumni associations in arranging for reunions. 
The committee desires, also, to assist the officers 
of those sections which desire to arrange for sec- 
tion dinners, 








